Self-efficacy is central to health behaviour theories due to its robust predictive capabilities. In this paper, we present and review evidence for a self-efficacy-asmotivation argument in which standard self-efficacy questionnaires -i.e., ratings of whether participants 'can do' the target behaviour -reflect motivation rather than perceived capability. The potential implication is that associations between selfefficacy ratings (particularly those that employ a 'can do' operationalisation) and health-related behaviours simply indicate that people are likely to do what they are motivated to do. There is some empirical evidence for the self-efficacy-as-motivation argument, with three studies demonstrating causal effects of outcome expectancy on subsequent self-efficacy ratings. Three additional studies show that -consistent with the self-efficacy-as-motivation argument -controlling for motivation by adding the phrase 'if you wanted to' to the end of self-efficacy items decreases associations between self-efficacy ratings and motivation. Likewise, a qualitative study using a thought-listing procedure demonstrates that self-efficacy ratings have motivational antecedents. The available evidence suggests that the self-efficacy-as-motivation argument is viable, although more research is needed. Meanwhile, we recommend that researchers look beyond self-efficacy to identify the many and diverse sources of motivation for health-related behaviours.
Introduction
Self-efficacy -defined as perceived capability to perform a target behaviour (Bandura, model (Rosenstock, Strecher, & Becker, 1988 ) and the transtheoretical model (Prochaska & DiClemente, 1983) . Additionally, perceived behavioural control in the theory of planned behaviour is defined and operationalised in ways that are similar to self-efficacy (Ajzen, 1991 (Ajzen, , 2002 . Thus, the concept of self-efficacy is pervasive in health behaviour science.
One of the purported strengths of self-efficacy is that it explains why people are (or are not) motivated to perform health-related behaviours, rather than merely predicting who is (or is not) motivated to perform health-related behaviours. Specifically, according to self-efficacy theory (a component of social cognitive theory that emphasises the role of self-efficacy; Bandura, 1997) , self-efficacy is positioned early in a causal chain of factors that are posited to determine behaviour. Self-efficacy influences behaviour directly and through its effects on expected outcomes of the behaviour, the setting of relevant and challenging goals, and perceived barriers to and facilitators of the target behaviour (Bandura, 1997) . Self-efficacy, in turn, has four sources: mastery experiences, vicarious learning, verbal persuasion, and physiological and affective states at the time of the behavioural opportunity (Bandura, 1997) . Thus, in self-efficacy theory, both the sources of self-efficacy and the mechanisms through which it influences behaviour are specified and can be used to design behavioural interventions.
Despite the popularity of self-efficacy theory and the predictive power of selfefficacy, some authors have argued that, because of the way that self-efficacy is typically operationalised -confidence that I can do the target behaviour (Bandura, 2006 ) -selfefficacy ratings are a reflection rather than a determinant of motivation to perform healthrelated behaviours (Borkovec, 1978; Cahill, Gallo, Lisman, & Weinstein, 2006; Corcoran, 1991 Corcoran, , 1995 Eastman & Marzillier, 1984; French, 2013; Kazdin, 1978; Kirsch, 1982 Kirsch, , 1985 Kirsch, , 1995 Maddux, 1999; Williams, 2010; Wolpe, 1978) . According to this selfefficacy-as-motivation argument, what people say they can do (i.e., self-efficacy ratings) is a proxy for motivation and is thus a function of numerous motivational factors that go well beyond the theorised four sources of self-efficacy. The implications of this argument are that (a) research showing that self-efficacy ratings are highly predictive of behaviour simply shows that people are likely to do what they are motivated to do, and (b) such findings are of limited use in understanding and changing health-related behaviours.
The purpose of this paper is to evaluate the validity of the self-efficacy-as-motivation argument in the context of health behaviour research. First, we discuss in more depth the conceptual definition of self-efficacy, its theorised independence and relationship with outcome expectancy, and its relevance to health behaviour. We then present in detail the self-efficacy-as-motivation argument and evaluate the argument through a review of empirical research. We end the paper with a discussion of implications for health behaviour research.
Self-efficacy theory
According to self-efficacy theory, self-efficacy is defined as perceived capability to perform a target behaviour (Bandura, 1977 (Bandura, , 1986 (Bandura, , 1997 (Bandura, , 2004 . At the time that selfefficacy was first introduced, dominant theories of behaviour emphasised outcome expectancies: expectations of the outcomes that may result from successfully performing the target behaviour (Feather, 1982 ). Bandura's (1977) novel insight in his conceptualisation of self-efficacy (originally labelled 'efficacy expectancy') was distinguishing between (i) a person's motivation to perform a target behaviour based on expected 2 D.M. Williams and R.E. Rhodes outcomes of the behaviour and (ii) his or her perceived capability to perform the behaviour:
An outcome expectancy is defined as a person's estimate that a given behaviour will lead to certain outcomes. An efficacy expectation is the conviction that one can successfully execute the behaviour required to produce the outcomes. Outcome and efficacy expectations are differentiated, because individuals can believe that a particular course of action will produce certain outcomes, but if they entertain serious doubts about whether they can perform the necessary activities such information does not influence their behaviour. (p. 193) Thus, according to self-efficacy theory, self-efficacy and outcome expectancy are conceptually distinct. However, self-efficacy is also posited to have a causal influence on outcome expectancy, particularly when there are close ties between performance of the behaviour (e.g., winning a tennis match) and potential outcomes of the behaviour (e.g., receiving a trophy) (Bandura, 1997) . Conversely, outcome expectancies are notaccording to self-efficacy theory -a causal source of self-efficacy judgements (Bandura, 1978 (Bandura, , 1986 (Bandura, , 1997 (Bandura, , 2004 . That is, what people expect to occur as a result of the target behaviour should, according to self-efficacy theory, have no bearing on their perceived capability to perform the behaviour.
Conceptualising and assessing self-efficacy in the context of health behaviour
In the context of health-related behaviours, self-efficacy is often conceptualised as perceived capability to perform the behaviour given various conditions or impediments:
Many areas of functioning are primarily concerned with self-regulatory efficacy to guide and motivate oneself to get things done that one knows how to do. The issue is not whether one can do them occasionally but whether one has the efficacy to get oneself to do them regularly in the face of varied dissuading conditions. For example, consider the measurement of perceived self-efficacy to stick to a health-promoting exercise routine. Individuals judge how well they can get themselves to exercise regularly under various impediments, such as when they are under pressure from work, are tired, or are depressed; in foul weather; or when they have other commitments, or more interesting things to do. (Bandura, 1997, p. 43) Consistent with Bandura's (1997) conceptualisation of self-regulatory efficacy, measures of exercise self-efficacy require respondents to rate their confidence that they can (or could) exercise in the context of potential barriers, such as when they have visitors or when there are other more interesting things to do (Bandura, 2006; Marcus, Selby, Niaura, & Rossi, 1992; McAuley, 1992; Sallis, Pinski, Grossman, Patterson, & Nader, 1988) . Measures of self-efficacy for smoking abstinence require respondents to rate their confidence that they could abstain from smoking or drinking in the context of potentially tempting situations, such as when they feel depressed or are celebrating something (Etter, Bergman, Humair, & Perneger, 2000) . Likewise, measures of healthy eating behaviour require respondents to rate their confidence that they can (or could) resist eating unhealthy foods or eat healthy foods in a variety of challenging situations, such as when watching television or eating at a restaurant (Bandura, 2006; Clark, Abrams, Niaura, Eaton, & Rossi, 1991) . In contrast to self-regulatory efficacy, task self-efficacy involves one's belief that he or she can or cannot perform a single instance of a circumscribed behaviour at different levels of performance. For example, assessment of task self-efficacy may involve asking , Courneya, & Lettunich, 1991) . In addition to distinguishing between task self-efficacy and self-regulatory efficacy, other researchers have distinguished among additional self-efficacy subtypes that are relevant to a particular health behaviour domain and/or particular contextual features of the behaviour. For example, Schwarzer and Renner (2000) distinguish between action self-efficacy as confidence that the subject can (or could) perform the behaviour even when it requires setting goals and planning, and coping self-efficacy as confidence that the subject can (or could) perform the behaviour even in the face of initial setbacks or lack of social support. In the context of addiction, self-efficacy has been divided into five subtypes, which refer to confidence that one can abstain from the addictive behaviour when under stress (coping self-efficacy), perform treatment-related behaviours such as self-monitoring (treatment self-efficacy), recover from a slip or temptation (recovery selfefficacy), abstain in provocative situations (control self-efficacy), or abstain in the face of cues or triggers (abstinence self-efficacy) (DiClemente, Fairhurst, & Piotrowski, 1995; see Marlatt, Baer, & Quigley, 1995 for a different distinction among addiction self-efficacy subtypes, including resistance, harm-reduction, action, coping and recovery self-efficacy).
What varies across these conceptualisations of self-efficacy is whether perceived capability to perform the target behaviour is to be judged in isolation (i.e., task selfefficacy), or under various conditions, such as in the context of potential barriers (i.e., self-regulatory efficacy), when initiating a new behaviour (i.e., initiation self-efficacy), following relapse (i.e., recovery self-efficacy), or in the face of potentially stressful life events (i.e., coping self-efficacy).
Assessing self-efficacy: 'Can you do [target behaviour]?' Regardless of whether or not self-efficacy judgements are assessed in isolation from a given context (i.e., task self-efficacy) or under various conditions (e.g., self-regulatory efficacy, coping self-efficacy), assessment of self-efficacy typically involves asking respondents to rate their confidence that they can (or could) do the target behaviour. Alternatively, rather than explicitly assessing whether the respondent can/could do the target behaviour, some self-efficacy assessments involve asking participants whether they would be able to do the target behaviour (e.g., Rhodes & Courneya, 2004) or assess participants' confidence to do the target behaviour (versus confidence that one 'can' do the target behaviour; e.g., DiClemente, Carbonari, Montgomery, & Hughes, 1994) . All of these operationalisations (can/could, ability to, or confidence to do the target behaviour) are consistent with the conceptual definition of self-efficacy: i.e., perceived capability to perform the target behaviour (Bandura, 1977 (Bandura, , 1997 (Bandura, , 2006 .
The self-efficacy-as-motivation argument Several previous authors have argued that what people say they can or cannot do (i.e., self-efficacy rating) often does not reflect perceived capability (i.e., self-efficacy), but instead reflects the broader concept of motivation, particularly for behaviours that people already assume they are maximally capable of performing (Borkovec, 1978; Corcoran, 1991 Corcoran, , 1995 Eastman & Marzillier, 1984; Kazdin, 1978; Kirsch, 1985 Kirsch, , 1995 Maddux, 1999; Wolpe, 1978) . This position is perhaps best exemplified by Kirsch (1995) :
Consider your answers to the following questions: Could you eat a live worm? Could you laugh out loud during the middle of a funeral? Could you kill a baby kitten? I assume you would answer at least some of these questions negatively. Why? Do you lack the conviction that you can successfully execute these behaviours [ (Bandura, 1977) ]? Do you lack the 'capability to organize and execute' these actions [ (Bandura, 1986, p. 391) ]? Perhaps you lack the 'capabilities to exercise control' over these events [(Bandura, 1989 [(Bandura, , p. 1175 ]. I expect that none of these reasons explain your low self-efficacy ratings. More likely you are 'unable' to do these things because doing so would evoke extreme disgust, embarrassment, guilt, or shame. Clearly, when you say you cannot do these things, you mean something different than when you say you cannot solve a difficult calculus problem, lift a 300-pound weight, or successfully execute the job requirements of an astronaut. (pp. 338-339) Kirsch (1995) distinguishes here between two meanings of the colloquial use of the phrase can do. One meaning reflects perceived capability per se based on one's estimation of their actual capability to perform a task (i.e., the original definition of efficacy expectancy as distinct from outcome expectancy). The second meaning reflects motivation based on -in his examples -anticipated 'disgust, embarrassment, guilt, or shame'. Thus, if the goal is to understand and/or change behaviour (rather than merely predict behaviour), then it is important to know whether responses to self-efficacy items (i.e., what people say they can do) reflect perceived capability per se or the much broader concept of motivation. Indeed, relative to perceived capability and its four theorised sources (Bandura, 1997) , motivation is a function of a wider range of sources, including expected positive and negative instrumental and affective outcomes of the behaviour (Ajzen, 1985; Fishbein, 2008) .
Ratings of self-regulatory efficacy for health-related behaviours may be particularly likely to reflect motivation rather than perceived capability because differential responses to each item are a function of what the respondent expects will occur (i.e., outcome expectancies) if he or she performs the target behaviour in the given context (Williams, 2010) . For example, in the context of an exercise self-efficacy questionnaire an individual's ratings of whether or not she can exercise are a function of the different contingencies that are present when exercising in each of the specified contexts: when it is raining, when I (respondent) am feeling tired, am under pressure from work or there is bad weather (Figure 1 ).
Self-efficacy for health-related behaviours: perceived capability or motivation?
The self-efficacy-as-motivation argument is not merely an intellectual exercise. It has potential implications for understanding and facilitating change in health-related behaviours. When people rate themselves as having low self-efficacy for exercise, healthy eating or quitting smoking, it is important to know whether they perceive themselves to be incapable of performing these behaviours (i.e., literal perceived incapability, consistent with the original definition of efficacy expectancy) or if their low self-efficacy rating is instead a reflection of low motivation, with its potentially numerous and diverse sources. Below, we review three types of evidence that suggest that self-efficacy for health-related behaviours may actually reflect the broader concept of motivation.
Does experimental manipulation of outcome expectancy influence self-efficacy ratings?
According to self-efficacy theory, expected outcomes of a target behaviour should not causally influence self-efficacy ratings (Bandura, 1978 (Bandura, , 1986 (Bandura, , 1997 (Bandura, , 2004 . Instead, Health Psychology Review 5 a causal influence of outcome expectancy on self-efficacy ratings is consistent with the self-efficacy-as-motivation argument, suggesting that self-efficacy ratings reflect the broader concept of motivation, rather than perceived capability. We located three studies in which an experimental manipulation focused exclusively on changing expected outcomes of the target behaviour (e.g., offer of monetary incentives for performing the behaviour) showed effects on subsequent assessments of self-efficacy. First, Corcoran and Rutledge (1989) tested the causal effects of outcome expectancy on self-efficacy ratings among college student smokers. Participants first responded (yes/ no) to the questions 'could you shoot a basketball through a basket from [increasing
Instructions:
A number of situations can make it difficult to engage in regular exercise (three or more times per week). Please rate your confidence that you can exercise on a regular basis when faced with each of these situations. . They then rated whether they 'could' perform those same tasks in the context of hypothetical monetary incentives (i.e., outcome expectancies). Participants were more likely to say that they 'could' quit smoking or make basketball shots (i.e., had higher self-efficacy) under the hypothetical incentive scenario. The effect of incentives was greater for ratings of smoking self-efficacy than basketball self-efficacy, thus indicating (consistent with the self-efficacy-as-motivation argument) that the causal effects of outcome expectancy on self-efficacy is stronger for behaviours that involve regulation of behaviour (i.e., quitting smoking) rather than specialised physical skills (i.e., basketball shooting). Second, Baker and Kirsch (1991) examined the causal effects of outcome expectancy on self-efficacy in the context of pain behaviour. College students were randomly assigned to receive either (actual) escalating monetary incentives for longer exposure to pain via the cold pressor task, or to not receive incentives. Participants rated their selfefficacy for pain tolerance by indicating whether they 'expected they would be able to keep their hand immersed' for escalating 30-second intervals up to 8 minutes. Actual pain tolerance was assessed via length of voluntary exposure to the cold pressor. The incentive (i.e., outcome expectancy) manipulation had causal effects on both self-efficacy ratings and pain tolerance; thus, the association between self-efficacy and pain behaviour was explained by the fact that those participants who were offered the incentives had higher ratings of self-efficacy.
Third, McDonald, O'Brien, Farr, and Haaga (2010) conducted a pilot study of a 'looming vulnerability' intervention among community-dwelling smokers. The intervention consisted of four three-minute audio-taped imagery exercises in which participants were instructed to engage in negative imagery regarding the health consequences of smoking. A control condition engaged in matched imagery exercises that did not include smokingrelated content. Self-efficacy was assessed by first asking respondents to rate (yes/no) whether they 'could control [their] smoking behaviour' in a variety of contexts, and then, for all those items answered affirmatively their 'confidence' (on a scale of 10-100) that they could control their smoking behaviour. Immediately following the manipulation, participants in the intervention condition reported higher self-efficacy relative to participants in the control condition. Interestingly, stronger self-efficacy ratings were a causal outcome of an intervention focusing on increasing negative outcome expectancies, thus showing that higher self-efficacy ratings can be a function of increased motivation to avoid negative outcomes, as well as motivation to obtain positive outcomes (i.e., incentives).
We located four additional studies that showed no effects of an outcome expectancy manipulation on subsequent self-efficacy ratings. However, in these studies, the null effects of the outcome expectancy manipulation on self-efficacy may have been due to a weak manipulation. Indeed, in two studies involving the use of monetary incentives, there was no effect of the intervention on any of the measured outcomes, including the targeted behaviour (i.e., pain endurance and physical activity) and multiple hypothesised mediators, including self-efficacy (Hunter, Tully, Davis, Stevenson, & Kee, 2013; Symbaluk, Heth, Cameron, & Pierce, 1997) . In a third study, the effects of monetary incentives again showed no influence on the target behaviour (i.e., exercise persistence) or on self-efficacy, but did show an effect on exercise enjoyment (Kerr, Feltz, & Irwin, 2012) . A fourth study showed no effect of a one-time print-based communication emphasising the outcomes of quitting smoking on self-efficacy ratings taken 2 weeks later, with the intervention affecting only 3 of 10 measured outcome expectancy subtypes (Dijkstra, De Vries, & Roijackers, 1998 self-efficacy-as-motivation argument is somewhat tempered by the apparently weak manipulations of outcome expectancy in these studies. Finally, in four studies, outcome expectancy was manipulated but effects on selfefficacy were not assessed (Dijkstra, Conijn, & De Vries, 2006; Strecher et al., 2008) or focused on ease or difficulty of the behaviour rather than perceived capability per se (e.g., 'quitting smoking would be very difficult and uncomfortable for me' (Maddux & Rogers, 1983) ; 'it would be easy for me to complete the eight-week [exercise] program' (Stanley & Maddux, 1986) ), and thus were not in accordance with self-efficacy theory.
Does holding motivation constant affect self-efficacy ratings?
Since, according to self-efficacy theory, self-efficacy is defined as perceived capability independent of motivation (Bandura, 1977 (Bandura, , 1986 (Bandura, , 1997 , there should be no difference between responses to a standard self-efficacy assessment and an assessment of selfefficacy in which motivation is held constant. Conversely, if standard measures of selfefficacy actually tap the broad concept of motivation (i.e., the self-efficacy-as-motivation argument), then holding motivation constant should lead to responses that differ from responses to standard self-efficacy assessments.
In a series of studies, Rhodes and colleagues assessed exercise self-efficacy by asking participants to rate their confidence that they 'could' exercise (Rhodes & Blanchard, 2007) , that they 'will be able to' exercise (Rhodes & Courneya, 2004) or a combination of these two formats (Rhodes & Courneya, 2003) . In all three studies, self-efficacy was assessed with and without the qualifier 'if you wanted to' (e.g., 'How confident are you that you will be able to exercise regularly over the next two weeks if you really wanted to'; emphasis added), thus attempting to assess participants' perceived capability for performing exercise independent of motivational factors. In all three studies, self-efficacy items in which motivation was held at a constant positive (i.e., 'if you wanted to') resulted in higher mean scores than standard self-efficacy items in which motivation was not held constant, thus indicating that responses to the standard items incorporate motivation. Additionally, in all three studies, the association between the modified selfefficacy items and behavioural intention was weaker relative to the association between standard assessments of self-efficacy and behavioural intention. The latter findings may be due in part to a ceiling effect -i.e., the modified self-efficacy items were not predictive because responses approached maximum perceptions of capability when motivation was controlled, and thus were not helpful in predicting intention. Taken together, these findings again indicate that standard self-efficacy items are not conceptually distinct from assessments of motivation (i.e., behavioural intention).
Do people cite motivational factors as reasons for their self-efficacy ratings?
Finally, if, as indicated in self-efficacy theory, self-efficacy is independent of motivation, then motivational factors should not be considered in responses to standard self-efficacy assessments. However, when Rhodes and Blanchard (2007) used a thought-listing procedure to assess the reasons for participants' responses to exercise self-efficacy items, respondents indicated that expectations of improved health (30%), enjoyment (19%) and motivation (37%) influenced their self-efficacy ratings (Rhodes & Blanchard, 2007) . Consistent with the self-efficacy-as-motivation argument, these findings suggest that motivational factors have a causal influence on self-efficacy ratings. 8
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An important caveat
The self-efficacy-as-motivation argument -as alluded to by Kirsch (1995) and explicated herein -directly applies to operationalisations of self-efficacy employing the format: 'I can do [target behaviour]', because of a tendency to interpret colloquial use of the phrase 'I can' as 'I will'. This method of operationalising self-efficacy in terms of what the respondent can do is directly in line with Bandura's conceptualisation of self-efficacy and guidelines for constructing self-efficacy scales (Bandura, 1997 (Bandura, , 2006 . However, as noted above, not all operationalisations of self-efficacy follow this can do format. Thus, it remains an open question as to whether the self-efficacy-as-motivation argument, which focuses on colloquial use of the phrase can do, also applies to other self-efficacy operationalisations. Intuitively, the self-efficacy-as-motivation argument should also apply to operationalisations of self-efficacy in which respondents are asked to rate whether they would be able to do the target behaviour (Rhodes & Courneya, 2004) or that assess participants' confidence in performing the target behaviour (DiClemente et al., 1994) , rather than explicitly assessing whether the respondent can do the target behaviour. Indeed, use of the word 'would' in the would be able to format is consistent with assessment of behavioural intention, perhaps making this format particularly susceptible to the selfefficacy-as-motivation argument. Moreover, among the studies reviewed above, which support the self-efficacy-as-motivation argument, two used the would be able to format (Baker & Kirsch, 1991; Rhodes & Courneya, 2004) and the third study used a combination of can do and would be able to formats (Rhodes & Courneya, 2003) . These findings suggest that the self-efficacy-as-motivation argument, which directly refers to the can do phrasing (Kirsch, 1995) , may also apply to other subtly different self-efficacy operationalisations. However, more research is needed. At a minimum, researchers should employ discriminant validity checks when assessing both self-efficacy and motivation (i.e., behavioural intention).
Likewise, measures of perceived behavioural control -when operationalised in terms of ease/difficulty of the behaviour or control over the behaviour (i.e., Ajzen, 2002 ) -may also be confounded by motivation. That is, questionnaire respondents may consider expected outcomes of the target behaviour when rating its ease/difficulty or their perceived control over the behaviour. Indeed, a recent study shows that standard perceived behavioural control questionnaire items (i.e., ease/difficulty and controllability) also tap perceived capability (i.e., self-efficacy), thus suggesting overlap in these items (Johnston et al., 2014) . Moreover, Rhodes and Courneya (2004) -in their study in which they controlled for motivation when assessing self-efficacy by adding the qualifier 'if you wanted to' to each item (see above) -obtained similar findings for items assessing ease/ difficulty of exercise. That is, ease/difficulty items in which motivation was held at a constant positive resulted in higher mean scores and weaker correlations with behavioural intention than standard ease/difficulty items in which motivation was not held constant, thus indicating that responses to the standard items incorporate motivation. On the other hand, two studies on exercise (Stanley & Maddux, 1986) and smoking cessation (Maddux & Rogers, 1983) did not show an effect of an outcome expectancy manipulation on ease/difficulty items. Thus, more research is needed to determine whether the selfefficacy-as-motivation argument also applies to perceived behavioural control.
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Discussion
The basic premise of the original conceptualisation of self-efficacy -a premise that made the concept novel in the prevailing outcome-expectancy-dominated theoretical landscape -was that perceived capability to perform a target behaviour is conceptually independent of motivation to perform the behaviour (Bandura, 1977) . Conversely, according to the selfefficacy-as-motivation argument, ratings of self-efficacy (i.e., 'I can do [target behaviour]') actually reflect the much broader concept of motivation, including (but not limited to) expected outcomes of the behaviour. We reviewed research that provides a direct test of the self-efficacy-as-motivation argument. Evidence was mixed in experimental studies, with three studies showing causal effects of outcome expectancy on subsequent self-efficacy ratings and four studies showing null effects. However, there was some indication that the null effects in the latter studies -particularly in two of the four studies -may have been due to weak manipulations of outcome expectancy. An additional three studies showed that controlling for motivation by adding the phrase 'if you wanted to' to the end of self-efficacy items led to increased self-efficacy ratings and decreased associations between selfefficacy ratings and motivation (i.e., behavioural intention). Finally, a single qualitative study demonstrated that self-efficacy ratings have motivational antecedents.
A conservative interpretation of the findings is that the self-efficacy-as-motivation argument remains a viable approach to interpreting self-efficacy research. However, more research is needed given the relatively small number of supporting studies. Nonetheless, the continued viability of the self-efficacy-as-motivation argument has significant implications for on-going attempts to understand and change health-related behaviours. If the argument continues to be supported, it would suggest that while self-efficacy ratings tell us that people are motivated to engage in the target health behaviour, they tell us little about why people are motivated. For example, in the context of exercise, selfefficacy ratings may be a function of (i) perceived physical incapability (consistent with self-efficacy theory); but also (ii) expected instrumental and affective outcomes of exercising, (iii) expected outcomes of not performing competing alternative behaviours (e.g., work, chores) or (iv) any number of other motivational factors that lead people to say they 'can' or 'cannot' perform the behaviour in question (e.g., liking/disliking exercise versus competing sedentary behaviours).
Alternative approaches to research on self-efficacy Although direct recommendations may be premature given the need for further research, we offer the following suggestions to illustrate the potential implications of the self-efficacyas-motivation argument. First, the vast literature in which self-efficacy is predictive of health-related behaviours (e.g., Gwaltney, Metrik, Kahler, & Shiffman, 2009) , as well as research on how to change self-efficacy ratings (Prestwich et al., 2014) , should not be ignored even if the measures of self-efficacy in this literature are confounded with motivation. Instead, self-efficacy assessments may be viewed as an alternative assessment of motivation (perhaps labelled 'can-do motivation'), with the vast literature on self-efficacy and health-related behaviour reinterpreted to indicate that motivation -not merely perceived capability -is predictive of health-related behaviour. 'Can-do motivation' would then be positioned as the most proximal determinant of behaviour, as is currently the case with behavioural intention (Figure 2) , with the caveat that can-do motivation and behavioural intention may often be largely redundant (Rhodes & Courneya, 2003 Figure 2 . According to the self-efficacy-as-motivation argument, 'I can do' is colloquially interpreted as motivation (e.g., 'I will do'). Accordingly, 'selfefficacy' should be relabelled and repositioned as 'can-do motivation' in the context of HBTs such as social cognitive theory, the theory of planned behaviour and protection motivation theory.
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Second, the jargon-free term perceived capability might be used as a label for perceptions of physical and mental ability, capacity, or competence to perform a specific circumscribed behaviour independent of motivation to perform the behaviour. This concept of perceived capability would be similar to Bandura's (1977) original efficacy expectancy. However, in measuring perceived capability, steps might be taken to ensure that ratings are independent of motivational factors (see Cahill et al., 2006; Rhodes & Blanchard, 2007; Rhodes & Courneya, 2003 , 2004 . Although it is an empirical question, we venture to guess that perceived capability -if free from motivational confounds -is not likely to be predictive of most health behaviours in most populations, with the possible exception of some clinical populations (e.g., perceived capability for ambulation following a hip replacement). Nonetheless, parsing of perceived capability from motivational factors would allow researchers and interventionists to identify the (likely few) populations and behaviours for which perceived capability is likely to be low and thus a viable target for intervention.
Third, health behaviour scientists should attempt to identify the sources of variance in 'can-do motivation' (i.e., traditional measures of self-efficacy) that go beyond perceived capability, including diverse motivational factors that influence health-related behaviours. In this paper, we have focused on the causal influence of instrumental outcome expectancies on self-efficacy assessments in order to illustrate empirical support for the self-efficacy-as-motivation argument. However, studies have repeatedly shown that traditional measures of self-efficacy explain variance in behaviour beyond that accounted for by instrumental outcome expectancies (for reviews, see Bandura, 1984 Bandura, , 1991 . Thus, it is necessary to identify additional motivational factors that explain variance in traditional measures of self-efficacy (i.e., 'can-do motivation') and, in turn, health-related behaviours. Several recent articles illustrate the potential for expanding research on motivational determinants of health-related behaviours, including affective processes (Desteno, Gross, & Kubzansky, 2013; Williams & Evans, 2014) , non-conscious processes (Hofmann, Friese, & Wiers, 2008; Sheeran, Gollwitzer, & Bargh, 2013) , perceived opportunity to perform the target behaviour (Rhodes, Blanchard, & Matheson, 2006) , perceived temporal proximity of behavioural outcomes (de Ridder & de Wit, 2007; Hall & Fong, 2007) and competing motives for alternative behaviours (Rhodes & Blanchard, 2008; Richetin, Conner, & Perugini, 2011) .
Conclusions
Self-efficacy is arguably the most popular and predictive construct in health behaviour research, and a self-efficacy-type construct has been included within all of the predominant HBTs. Despite this enormous popularity, the self-efficacy-as-motivation argument holds that -contrary to self-efficacy theory -self-efficacy ratings are highly predictive of behaviour merely because such ratings reflect a broad range of behavioural motives. Such conceptual and operational inconsistencies in self-efficacy research are potentially hindering our understanding of health behaviours and masking appropriate antecedent targets in interventions. Research reviewed herein suggests that the selfefficacy-as-motivation argument is a viable interpretation of the voluminous literature on self-efficacy, although more research is needed. Meanwhile, we recommend that researchers focus greater attention on the many and diverse sources of motivation that are often neglected in the health behaviour literature. 
